Earlier, we reported that true hallucinations may present as a conversion symptom. We here reiterate this and suggest that cultural sanction may be one factor that can lead to hallucinations being classified as true in non-psychotic psychiatric states.
In evaluating perceptual disturbances in psychiatric patients, it is customary to distinguish true halluci nations from pseudo-hallucinations (Fish, 1962) , no doubt because most clinicians would consider the former phenomenon to be a rather definitive indicator of psychosis. In an earlier paper (Andrade & Srinath, 1986) , we soughttorefute this supposition with a case report of true auditory hallucinations occurring as a conversion symptom in a child with adjustment reaction. In the present paper, we reiterate the invalidity of such a supposition with a case report of true hallucinations occurring as a culturally sanctioned experience in a non-psychotic adult.
Case report K, a 28-year-old male hotelier, diagnosed as suffering from prolonged depressive reaction and asthenic person ality disorder (ICD-9, 309. 1 and 301.6; World Health Organization, 1978) , was undergoing long-term insight oriented psychotherapy. During a period when his conflicts about rejection were being examined in therapy, he underwent the following experiences.
While alone in his room one evening, he heard a commotion on the street. Looking out, he saw a woman loudly soliloquising on her ill-treatment at the hands of her parents.
Curiously, although the disturbance was considerable, no passer-by seemed to acknowledge her presence. Disturbed at her plight, K left the window; the wailing immediately died away. The next night, while preparing for bed, he was aghast to seethat seatedon hisbed wasthe womanof the previous evening, identically attired, and dishevelled. She explained her problems to K at great length, while he, shivering with fear, wondered why his brother (asleep on the same bed) did not wake. Two hours later, the woman abruptly vanished.
Clarification of the setting of these experiences revealed no possibility of a reality-based explanation; K was nevertheless convinced that he had really seen (and not imagined) what he had reported. He affirmed that he had experienced the phenomena in clear consciousness and in objective space; he had had no ability to influence or modify the perceptions in any way. A strongly superstitious man, he ascribed supernatural causation to his experiences, relatingthem symbolicallyto his life situation. Despitean urban, upper-class background, his family shared his views, and conducted several rites of exorcism in reputed temples to â€˜¿ cleanse him of the evil eye'.
There wasno disturbancein behaviouror psychological functioning to suggest psychosis; the phenomena did not recur. The hallucinatory material was subsequently successfully utilised in psychotherapy, and, to date, 2Â½ years later, K remains symptom-free.
Discussion
Phenomenologically, K's hallucinations were â€˜¿ true' according to both British and German ideas (see Sedman, 1966; Hare, 1973; Taylor, 1981) , and could be considered as conversion phenomena (see Fitzgerald & Wells, 1977) . Of interest is the fact that despite intact reality-testing, K was unshakeably convinced of the veridicality and objectivity of the experiences. His convictions seemed to us to stem directly from his faith in quasi-religious folklore.
In India, a majority of the population accepts paranormal phenomena and concepts such as mystical trances, witchcraft, faith-healing, prophecy, divine revelation, rebirth, the evil eye, and possession by gods, demons, or the spirits ofone's ancestors. In this cultural context, especially when the gross behaviour changes of psychosis are absent, hearing voices or seeing visions easily finds cultural explanations, thus biasing the percipient towards ascribing veridicality and objectivity to false perceptions.
Such false perceptions therefore, by virtue of cultural sanction, may be regarded as true perceptions by the subject. In this context, Al-Issa (1977) has also suggested that certain social and cultural attitudes might increase the tendency of the individual to give a reality status to his visual and auditory images. It is also conceivable that cultural sanction might underlie the psychodynamic genesis of such perceptual disturbances in non-psychotic psychiatric patients. Rack (1982) has commented that in Asian women, especially teenagers, the commonest cause of hallucinations is not schizophrenia but hysteria. We conclude that true hallucinations may occur in non-psychotic psychiatric states; cultural sanction is one factor that may lead to such hallucinations being classified as true. In our case, the non psychotic nature of the symptoms was evident; however, in other cases, the sociocultural influence may be more subtle, or the symptom less obviously benign. Therefore, since the clinician assesses the incongruity of a false belief from a socio cultural perspective before calling it a delusion, so too should he examine the socio-cultural background of the patient to evaluate properly the significance of true hallucinations in a given situation.
